Mr Cascarini and Professor Lowe's advice to viva candidates (October 2004 JRSM 1 ) will have struck a chord with many past examinees and certainly did so in this examiner. Correctly the authors summarize the essentials for a passpossess a thorough knowledge and convey this to the examiners. For most serious candidates an oral examination comes down to good communication skills in convincing revered examiners of a safe understanding of the subject.
I suspect anxiety or examination nerves substantially degrade the performance of many candidates and steps can reasonably be taken to overcome these. After all, there is a huge difference between dealing with colleagues and relatives and communicating with an examiner who appears to hold all the cards. My advice is to use a modest dose of a beta-blocker such as propranolol. These agents remove the debilitating effects of the adrenalated state without lessening the pressure to perform well. Experience from lecturing in stressful situations has demonstrated that a degree of betablockade allows one to handle aggressive questioning with an apparent time advantage in understanding the point of the question and arranging a suitable reply even before the questioner has finished.
Educationalists question the validity of the oral examination process because of variables such as examination nerves. Could anyone object to minimizing this variable by pharmacological means? Is it unfair? I think not. Be careful, however, of pharmacological interactions immediately after the examination when comparing notes in the bar. Professor Baskerville (November 2004 JRSM 1 ) describes how his father became caught up in a system designed to meet the needs of people providing care and not the needs of the patients. The saga ended in a casualty department when a young doctor conducted a cognitive assessment. The abbreviated mental test is a screening test for dementia and must be done carefully. A study conducted in a district general hospital indicated that this does not happen. 2 Doctors carrying out the test often do not explain what cognitive tests are about or ask the patient's permission to administer the test or ensure the patient's privacy. They often do not realize that cognitive tests may be impossible to perform on a patient with dysphasia, hearing impairment or visual impairment-which should be ruled out first. They often verbally or non-verbally prompt the patient and sometimes they press too hard on items that the patient finds difficult, precipitating a catastrophic reaction. They often accept patients' excuses as to why they do not know the answer-not realizing that patients with dementia effectively hide behind these excuses. Sometimes they allow the patient to make multiple attempts to answer a question. They seldom realize that the test score must be interpreted in the context of the history and examination and other tests: dementia is not to be diagnosed on the basis of a single low score. Finally they do not realize that the test can be distressing and humiliating and do not always reassure the patient at the end. Why do they make all these errors? Because nobody has shown them how to do it correctly. If we gave house officers a colonoscope and told them to screen patients for colorectal cancer every one would be
